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A.D. Lee,1* G.K. Kota,2 N. Shyamkumar,2 D.T. Abraham1 and S. Agarwal1Departments of 1Surgery, and 2Radiology, Christian Medical College and Hospital, Vellore, IndiaVascular conditions presenting with Pancoast syndrome are rare. A case of vertebral artery pseudoaneurysm presenting
with Pancoast syndrome is reported. The aneurysm was successfully treated by proximal coil embolization.Keywords: Pancoast’s syndrome; Vertebral artery; Aneurysm, false.Pancoast syndrome is a distinct group of signs and
symptoms that include shoulder and arm pain, Horner’s
syndrome and wasting of muscles of the hand. Local
extension of bronchogenic carcinoma of the lung apex
(Pancoast tumour) is the commonest cause.1 We report
the case of a 59-year-old man presenting with features of
Pancoast syndrome of short duration due to a vertebral
artery pseudoaneurysm. The diagnostic difficulty and
the endovascular management of the case are discussed.Case Report
A 59-year-old man presented with a 1-month history
of progressive weakness of his right upper limb with
shooting pain from the neck along the arm, hoarseness
of voice and swelling in the right supraclavicular
region. On examination, he was found to have an 8 by
6 cm tender, hard, non-pulsatile swelling with diffuse
margins in the right supraclavicular region. He had no
power in the deltoid, triceps, biceps, forearm muscles
and intrinsic and extrinsic muscles of the hand. There
was complete anesthesia in C5 to T1 dermatomes. He
did not have a Horner’s syndrome.
The possibility of a Pancoast tumour was considered
and a contrast enhanced CT scan of the chest was
performed which showed a mass lesion in the rightng author. Dr A.D. Lee, MS, DNB, Department of
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lore 632004, India.
: arvindlee@yahoo.com
0621 + 03 $35.00/0 q 2005 Elsevier Ltd. All rights resersupraclavicular region. An ultrasound-guided biopsy of
the mass was carried out and showed chronic inflam-
mation and fibrosis. Subsequently, the CT scan was
reviewed and the possibility of a pseudoaneurysm of the
right vertebral artery was considered (Fig. 1). A Doppler
study revealed turbulent flow within the mass lesion
and an angiogram demonstrated a fusiform pseudoa-
neurysm from the right vertebral artery about 3 cm from
its origin. There was no forward flow beyond the
pseudoaneurysm into the distal right vertebral artery.
There was retrograde filling of the distal right vertebral
artery on left vertebral injection, but the pseudoaneur-
ysm did not fill. Selective embolisation of the right
vertebral artery proximal to the pseudoaneurysm was
performed using three pushable coils. Post-embolisation
completion angiogram showed total occlusion of the
proximal right vertebral artery (Fig. 2(a) and (b)). The
patient received physiotherapy for the upper limb
weakness. At 6-month follow up, the neck swelling
had disappeared and there was significant improve-
ment in muscle power of the deltoid, biceps and finger
flexors. Repeat duplex of the neck showed a small
hypoechoic area corresponding to the site of the
aneurysm with no residual flow.Discussion
There have been only two reports of vascular
conditions presenting with Pancoast syndrome, i.e. aEur J Vasc Endovasc Surg 30, 621–623 (2005)
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Fig. 1. Contrast enhanced CT scan of the neck showing right
vertebral artery pseudoaneurysm with marked fibrosis and
thrombosis.
Fig. 2. (A) Digital subtraction angiogram showing fusiform
aneurysm of the right vertebral artery with no distal flow. (B)
Post-coil embolisation angiogram showing successful exclu-
sion of the aneurysm.
A. D. Lee et al.622carotid artery pseudoaneurysm2 and a subclavian
artery mycotic aneurysm.3 In the case presented
above, diagnosis of a pseudoaneurysm could not be
established during the first consultation due to the
near total thrombosis of the aneurysm. Fortunately,
biopsy was performed without any untoward compli-
cations. Such an extreme degree of fibrosis and
thrombosis is a known feature of pseudoaneurysms.
The diagnosis was confirmed by digital subtraction
angiography. The angiogram showed no flow beyond
the pseudoaneurysm and no retrograde filling of the
pseudoaneurysm. Hence, proximal coil embolisation
was sufficient to cause complete thrombosis, reduction
in size and relief from the mass effect. Operative
treatment in this case would have been difficult in
view of the size of the aneurysm and risk of injury to
important structures such as the brachial plexus.
The extracranial vertebral artery is a rare site of
aneurysm development. Spontaneous dissection of the
vertebral artery is not uncommon4 and traumatic
pseudoaneurysms including those following iatro-
genic trauma have been reported.5 In the case we
present, the etiology of the pseudoaneurysm is not
clear. There was no history of previous trauma or
evidence of a connective tissue disorder. There was no
fever or elevated inflammatory markers to suggest a
mycotic aneurysm. We speculate that the pseudoa-
neurysm occurred following unrecognised trauma to a
degenerated, atherosclerotic artery.
Successful endovascular exclusion of vertebral
artery aneurysms, as presented here, has been
reported by several authors without any serious
complications.6 While the natural history of vertebral
artery dissection is better known, there has been only
one report of spontaneous resolution of a vertebral
artery pseudoaneurysm.7 It is conceivable that even in
the case described above, the pseudoaneurysm mightEur J Vasc Endovasc Surg Vol 30, 12 2005have thrombosed itself over time. However, in view of
the nerve compression and features of Pancoast
syndrome, the aneurysm warranted treatment. Direct
thrombin injection is a useful therapeutic option in the
treatment of pseudoaneurysm8,9 and could potentially
Unusual Cause of Pancoast Syndrome 623have been used in this case. The concerns of arterial
thrombosis and distal embolization with the pro-
cedure would not have applied to this case, as there
was no flow in the distal artery. Our lack of experience
of thrombin injection precluded its use in our case.
In conclusion, this case highlights an unusual cause
of Pancoast syndrome, which was successfully man-
aged by endovascular means. A thrombosed pseu-
doaneurysm can present as a space-occupying lesion
and lead to misdiagnosis.References
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